Introduction {#sec0005}
============

There is a general recommendation for the care of orthopedic trauma patients, which is to obtain at least two radiographic views in orthogonal planes for proper evaluation of the traumatized limb or joint.[@bib0035] In the case of the shoulder joint, such recommendation is particularly valuable, as failure to obtain X-rays in orthogonal planes, especially failure to obtain axillary radiographs, is considered to be the main cause of misdiagnosis in glenohumeral dislocations.[@bib0040] Radiographs in anteroposterior, lateral scapula, and axillary views are known as the shoulder trauma series[@bib0045] and must be performed on all patients with trauma of such joint. The axillary view was first described in 1915 by Lawrence apud Jensen and Rockwood,[@bib0050] and can be done with the patient standing or sitting. Ideally, it is necessary to position the shoulder in approximately 70°--90° of abduction to obtain this radiograph. In patients with mild trauma, this degree of abduction is feasible; however, for patients with more severe trauma, and especially those with glenohumeral joint dislocation, it is extremely difficult to obtain the axial image, because pain and joint incongruity greatly limit the abduction capacity of the joint. Thus, modifications in the classical axillary view have been proposed.[@bib0055], [@bib0060] The view described by Bloom and Obata[@bib0055] is perhaps the best known method, as it allows for an axillary radiography without removing the patient\'s arm from the sling -- which would in principle be more comfortable. Nonetheless, the authors have found this view to be difficult to obtain, especially in the elderly, since it requires leaning the trunk posteriorly with the patient standing; maintaining balance is difficult and limb positioning is hindered. The view described by Cleaves[@bib0060] requires the use of a curved chassis, which is not widely available. Faced with these difficulties, the authors identified the need to develop a modification of the Lawrence technique in a position that was more comfortable for the patient and easier to reproduce. The patient\'s positioning for the radiograph was named the Senna position, in reference to the author and creator of the technique. The incidence described below aims to show, in axial projection, the relationship between the humeral head and glenoid cavity.

Technique {#sec0010}
=========

To obtain the present modification of the axillary radiograph, the patient is required to sit with the feet hanging on the radiographic table. Then, the patient is requested to position the open hand of the affected side on the table. Only a small degree of abduction is required. The abduction angle formed between the medial aspect of the arm and the lateral chest should be approximately 30°. The X-rays are pointed to the glenohumeral joint, perpendicular to the table, 60 cm from the shoulder. The chassis with radiographic film is positioned on the table, directly under the shadow formed by the shoulder contour, with its anterior border just behind the greater trochanter of the femur ([Fig. 1](#fig0005){ref-type="fig"}). It is important to note that the patient\'s body should slightly lean approximately 10° to the affected side. The trunk should also be tilted back and the patient should be asked to try to accentuate the thoracic kyphosis. Interestingly, this lateral inclination of the trunk, with accentuation of the thoracic kyphosis, is naturally adopted by most patients suffering from glenohumeral dislocation when seated, which makes the exam easier and less painful for the patient as it respects the natural antalgic position.

Case report {#sec0015}
===========

A male 28-year-old mixed-race patient was admitted to the emergency room, walking without assistance, complaining pain, deformity, and functional impairment in his left shoulder after a motorcycle accident. He was lucid and oriented in time and space, with no signs of other injuries and no other complaints. According to the patient, the accident had occurred approximately 30 min before he arrived at the hospital. He denied any previous episode of glenohumeral dislocation or fracture in the region. Physical examination revealed shoulder squaring (epaulet sign) and the patient reported severe pain at any manipulation of the affected limb. The neurovascular examination of the upper limbs was unaltered. Given the suspected dislocation of the glenohumeral joint, two X-rays of the left shoulder, in orthogonal planes, were necessary. In addition to the anteroposterior radiography, a modified axillary view (in the Senna position) was also obtained ([Fig. 2](#fig0010){ref-type="fig"}). The latter clearly evidenced an anterior glenohumeral dislocation. The patient underwent successful closed reduction through traction and countertraction. After reduction, a new radiograph in Senna position was obtained, which confirmed the concentric joint reduction ([Fig. 3](#fig0015){ref-type="fig"}). The patient was then immobilized with a Velpeau shoulder sling and referred to outpatient treatment.

Final remarks {#sec0020}
=============

The present modified axillary incidence was shown to be easy to perform, with minimal discomfort to the patient. The obtained images clearly evidenced the anatomical relationship between the humeral head and glenoid cavity in an axial view, and allowed for the safe assessment of glenohumeral dislocation and its reduction.
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![Schematic illustration representing the frontal (A) and superior view (B) of the patient and the chassis positioning, as well as the incidence angle of X-rays for the modified axillary radiograph.](gr1){#fig0005}

![Frontal (A) and lateral (B) photographs of the patient for the radiographic Senna position.](gr2){#fig0010}

![Radiographs before reduction (A) and after reduction (B) of the glenohumeral dislocation of the patient in [Fig. 2](#fig0010){ref-type="fig"}.](gr3){#fig0015}
